
 348 Miracle Strip Parkway, Suite B-3 
 Ft. Walton Beach, FL  32548 

 www.familyandchilddevelopment.com 
 Phone:  (850) 862-3772 

 FAX:  (850) 863-4574 

 CLIENT INFORMATION 
 Fill out informa�on for the person who will be the primary client. If this is your child, please fill out their informa�on. 

 Name  : ________________________________________________________________________________ 
 First  Last 

 Date of Birth  :  _____________________________  SSN  :  _____________________________ 

 Address  :  ______________________________________________________________________________ 

 City  :  __________________________________  State  :  ____________________  Zip  : _________________ 

 Marital Status  (Please circle one):  Married  Divorced  Single  Widow  Child 

 Cellphone  :  ________________________________  Home/Work/Other  :  __________________________ 

 Email  :  ________________________________________________________________________________ 

 If you would like appointment reminders and office correspondence, would you prefer: 

 _____ SMS/Text messages                                                                   _____ Cell phone voice message 

 _____ Email message  _____ Home phone voice message 

 _____ Please do not leave messages 

 By providing your phone number to Family & Child Development, you agree that we may send you text messages. Message and data rates may 
 apply. Message frequency will vary. Reply STOP to opt - out of future messaging or HELP for more informa�on. Please refer to our Privacy Policies 
 for more informa�on about how we manage your data 

 INSURANCE INFORMATION 

 If Tricare is your primary insurance, the Iden�fica�on number we need is the Benefits ID Number on the back of your Military ID. 
 Primary Insurance Informa�on  Company Name  :_______________________________________________ 

 Name of Insured Policy Holder  : ____________________________________________________________ 

 Iden�fica�on Number  : _________________________________  Group Number  :  ___________________ 

 Secondary Insurance Informa�on  (if applicable)  Company  Name:  _________________________________ 

 Name of Policy Holder  : ___________________________________________________________________ 

 Iden�fica�on Number  : ___________________________________  Group Number  :  _________________ 

 EAP Authoriza�on Number  :  ______________________________________________________________ 

 Authoriza�on Begin Date  :  ______________________  Authoriza�on Expira�on Date  :  _______________ 

 Number of Sessions Authorized  :  ___________________________ 

http://www.familyandchilddevelopment.com/


 General Informa�on Regarding Insurance: 
 Medical insurance coverage is a contract between you and your insurance company.  Neither FCD nor your 
 therapist is a party to your contract, and has no standing in any disputes between you and your insurance 
 company regarding deduc�bles, co-payments, covered charges, secondary insurance, "usual and 
 customary" charges, etc., other than to supply factual informa�on as necessary. 

 If you have medical insurance, we are happy to file ini�al claims on your behalf to your insurance company 
 for the services that are provided by our office.  It is important that you understand that this in no way 
 guarantees that your insurance company will pay for service rendered.  All claims are subject to the 
 wri�en condi�ons of your policy.  You, as the client, are ul�mately responsible for the account and any 
 follow up contact with your insurance provider.  In addi�on, please understand that we are typically 
 required to provide a diagnosis to your insurance company in order to be paid.  Your signature is required 
 in order to file insurance and receive services. 

 To help us process your claim correctly, please make sure that the informa�on you provide to our office on 
 the pa�ent informa�on form remains accurate and current.  If there is a change in your insurance 
 informa�on, it is your responsibility to let us know immediately.  We will submit secondary insurance if 
 you indicate that you want us to perform this service on your behalf. 

 **A SPECIAL NOTE** Situa�ons such as separa�on or divorce can affect your insurance coverage, and it 
 is your responsibility to let your therapist know about this kind of development. 

 Deduc�bles, Co-Payments, and Coinsurance: 
 Co-payments are due at the �me the service is rendered. Coinsurance and deduc�bles vary for each 
 insurance policy, and we can only approximate the percentage covered by each plan. Payment of the 
 es�mated por�on is due at the �me of service. 

 Good Faith Es�mate 
 All non-insured or self-paying clients will be provided with a good faith es�mate of expected charges. 
 Therapists will discuss fees before providing services and will no�fy the client both orally and in wri�ng of 
 the expected fee. 

 Authoriza�ons: 
 A copy of your insurance card is required at the �me of the ini�al service. The card is descrip�ve and 
 indicates whether an authoriza�on is needed. O�en�mes, the behavioral health benefits are under a 
 separate company, and we must contact them to verify the necessity of an authoriza�on. If a copy of the 
 card is not on the file at the ini�al service and the claim is denied for "no authoriza�on," you will be 
 responsible for the payment 

 Whether you are using insurance or are self-pay, please understand that you are ul�mately responsible for 
 any payments or outstanding bills.  Accounts that are past due will be turned over to our collec�on agency 
 and may be reported to credit bureaus.  We are commi�ed to providing you with the best possible care, 
 and we are willing to discuss our professional fees at any �me. Your clear understanding of our Financial 
 Policy is important to our rela�onship. Please ask if you have any ques�ons about our fees, Financial 
 Policy, or your financial responsibility. 

 Cancella�on/Missed Appointment Agreement 
 Family and Child Development has a 24-hour cancella�on policy.  In the event that you do not call to 
 cancel your appointment within 24 hours of your scheduled appointment, and you fail to show up for your 
 appointment, you will be charged accordingly by your therapist.  For example, your therapist may charge a 
 penalty fee for a late cancella�on or broken session, or you may be billed for the en�re session. 



 Other Services Provided by FCD 
 Please be aware that most insurance companies will not cover services such as court appearances, report 
 prepara�on, record copying, etc.  If you an�cipate needing this type of service, discuss it with your 
 therapist, and please be aware that you may incur unreimbursed expenses. 

 I acknowledge that I have read and agree to the above terms and policies of Family & Child Development. 
 My signature indicates that I have given this prac�ce the right to file, on my behalf, for insurance 
 payments. 

 _____________________________________________  _______________________________ 
 Client or Responsible Party’s Signature  Date 



 Agreement to Treat 

 As the client, I hereby give permission for therapy, assessment, or diagnos�c evalua�on as seen helpful by 
 the therapist to treat me, members of my family, my marriage, or other rela�onships.  I understand that 
 therapy may some�mes lead to unan�cipated emo�onal stresses, as well as emo�onal improvement and 
 that neither the therapist nor FCD guarantees any par�cular result or outcome from the therapeu�c 
 process.  Furthermore, I understand that I am free to discon�nue therapy at any �me.  I also understand 
 that I have the right to ques�on anything that occurs during therapy, and I am en�tled to receive an 
 adequate explana�on of techniques or modes of therapy in use. 

 Understanding of Confiden�ality 
 I understand that all records and informa�on gathered during therapy will be kept in strict confidence by 
 my therapist, as well as FCD staff and anyone affiliated with FCD.  Therapists and anyone affiliated with 
 FCD may not release any informa�on regarding my therapy to others (including the fact that I or other 
 family members are in treatment) except when specifically required by law or with my specific wri�en 
 consent. 

 Excep�ons to Confiden�ality 
 While clinical records are confiden�al, it is important for clients to recognize that there are �mes when a 
 therapist or FCD staff may be legally or ethically obligated to divulge informa�on from a client’s record.  In 
 the case of child abuse/neglect, therapists and FCD staff are required by law to report any evidence or 
 suspicion - with or without the client’s consent.  In addi�on, therapists and FCD staff are required by law 
 and professional ethics to report a client’s intent to either harm themselves or others.  Finally, it is 
 important for clients to understand that therapists and FCD staff are legally obliged to break confiden�ality 
 when ordered to tes�fy by a court of law. 

 Recordings 
 Your therapist does not consent to being recorded in any form. This includes videoing, recording, 
 screen-recording, and wiretapping. Recordings may be allowed if and only if your therapist consents and is 
 ac�vely aware that they are being recorded. Permission for a recording must be requested at any 
 addi�onal �me you wish to record. Having permission in one instance does not subs�tute permission for 
 any other future instance. 

 HIPPA Compliance 
 Family and Child Development has a policy that meets government standards for HIPPA (Health Insurance 
 Portability and Accountability Act) which covers privacy of all medical informa�on.  If you desire to read or 
 have a copy of our privacy policy please request this. 

 My signature indicates that I have read and understand the above terms and condi�ons of therapy, and 
 have signed below to indicate my agreement with each of these terms and condi�ons. 

 _____________________________________________  _______________________________ 
 Client or Responsible Party’s Signature  Date 



 Family & Child Development 
 Credit Card Pre-Authoriza�on Form 

 I authorize Family and Child Development to keep my signature on file and charge my credit card as 
 follows: 

 _____ I understand that my credit card number will remain on file for the dura�on of my treatment. 
 Should there be a change in the card to be charged, it will be my responsibility to provide a new number 
 immediately. My card will be charged the reserved day of service, and/or should I no-show for my 
 scheduled appointment �me. 

 _____ As noted upon intake, a 24+hour no�ce is required in order to avoid being charged. The charge will 
 be either for the co-payment amount or a late penalty fee.  Any no-show may be charged the full rate 
 which the insurance company will not cover.  The only excep�on that would be given would be in the 
 event of an emergency, of which there would be no charge. 

 Please ini�al above, complete card informa�on below and sign. Thank you. 
 Credit Card Type  : 
 ________ Visa  ________ MasterCard  _______ Discover  _______ American Express 

 Card Number: ________________________________________________________ 

 Exp. Date: _____________________   Security Code_______________________ 

 Cardholder Name: _________________________________________________________ 

 Billing Zip Code: _________________________ 

 X_______________________________________________  Date: ______________________ 
 Signature of Client or Guardian, if under the age of 18 


